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OPINION I 

Whither the autopsy? 



Seth L. Haber, MD 

Whither the autopay: What will become of 
the autopay? Wither the autopsy: Will the 
autopay dry up and fade away? Whether the 
autopsy: Should we continue to do autopsies 
at the same rate? Weather the autopsy: Can we 
defend the autopsy as cost-effective and risk- 
effective? 

The College of American Pathologists rec- 
ognizes the autopsy as a valuable medical pro- 
cedure and resource, performed by a qualified 
physician for purposes of assessing the quality 
of patient care, evaluating clinical diagnostic 
accuracy, and determining the effectiveness and 
impact of therapeutic regimens. In addition, it 
is recognized as a valuable procedure for dis- 
covering and defining new and changing dis- 
eases. increasing the understanding of biologi- 
cal processes of disease, augmenting clinical 
and basic research, providing accurate public 
health and vital statistical information and edu- 
cation as it relates to disease, and obtaining 
medical-legal factual information. 

Futhcrmore. the CAP recommends that a 
request be made for autopsy on every death, 
with particular emphasis placed upon certain 
deaths. 

Just how valuable is the modem autopsy, 
and why is the incidence and frequency declin- 
ing to less than 15 percent of deaths of hospi- 
talized patients? Are all autopsies created equal? 
In many cases, much of what we pathologists 
see at autopsy ha* already been described after 
EKG, CT. MR1. ultrasound examination, scopes 
and catheters Introduced through natural or 
iatrogenic orifices, exploratory surgery, and/or 
biopsy needles. Are the recent JCAHO elimi- 
nation of autopsy requirements and the res- 
idency-certifying boards' proposed require- 
ments for a designated percentage of autopsies 
idealistic, realistic, ritualistic, or anachronis- 
tic? Is one autopsy, attended by a half-dozen 
interested clinicians, more or less instructive 
and productive than a half-dozen autopsies 
attended only by the pathologist and the 
assistant? 

Autopsies confirm and clarify clinical impres- 
sions, correct antemortem diagnoses, help to 
determine the cause of death, and provide exten- 
sive information about human illnesses and 
the morphologic changes they produce in tis- 
sues and organs. They are invaluable in dis- 
covering and defining new diseases, evaluating 
diagnostic tests and surgical procedures, eval- 
uating therapeutic regimens, and investigating 
occupational and environmental diseases. They 
frequently uncover inheritable disease, con- 
tribute to medical and epidemiological research, 
and provide a basis for reassuring the clini- 
cians and family members. Autopsies also con- 
tribute to medical education, research, quality 
assurance programs, and the processing of insur- 
ance claims. 

t could not and would not dispute the value 
of autopsies, but 1 would dispute whether they 
ore all cost-effective and risk-cffcctive. Is the 
routine "screening" autopsy cost-effective? Is 
the indiscriminant performance of autopsies a 
waste of resources, as well as an unnecessarily 
hazardous exposure to autopsy-associated dis- 
eases? Should autopsies be limited, in number 
and extent, after discussions between the clini- 
cian and the pathologist? 

What are the pathologist's obligations to do 



a particular autopsy? Is a signed autopsy "slip" 
a permit, a request, an obligation, or a com- 
mand? Does it make any difference why it was 
requested, and whether the autopsy was re- 
quested by the attending physician, a house 
officer, a researcher, a tissue bank, the family, 
the insurance carrier, or an attorney? Are the 
requesting clinicians sufficiently interested to 
come to the presentation of the findings, are 
they Just moderately curious, has this been 
merely a pro forma request for an autopsy, or 
do the clinicians simply want a report on the 
chart for better statistics? 

Is it reasonable to deny a patient a marginally 
indicated CT, MRI, or ultrasound examina- 
tion. for example, and then to provide him or 
her with a screening autopsy that costs five to 
10 times as much to perform? The radiologists 
could claim that you never know what unex- 
pected findings will turn up at a well-done CT 
examination. If nothing else, a CT examina- 
tion is a valuable adjunct to clinical skills, 
improves diagnostic accuracy, aids in the eval- 
uation and continuing education of clinicians, 
provides valuable experience and information 
for residents, and may diagnose an unsuspected 
condition amenable to treatment in the still- 
living patient. 

The autopsy is not a procedure that contrib- 
utes to the health, welfare, or longevity of the 
subject. Perhaps in recognition of its lack of 
benefit or value for the subject, hospitals are 
not compensated directly for performing autop- 
sies. Do we pathologists encourage autopsies, 
and place such a high value upon them, merely 
because we are the only ones performing them? 
Surely, we can come up with a better raison 
d'etre if pathology is to survive as a profession. 
Why is it that most pathologists value autop- 
sies so much more highly, and proselytize on 
their value so much more fervently, than do 
most clinicians? What is the average attendance 
of clinicians at autopsies at your medical center? 

It is not sufficient justification merely to 
point smugly to the incidence of missed clinical 
diagnoses discovered at autopsy, or to the inci- 
dence of erroneous clinical diagnoses that are 
corrected. The key issue is to determine which 
of those diagnoses could have been made clini- 
cally, how many of those errors could or should 
have been avoided, and how maintaining or 
increasing the incidence of autopsies would 
improve diagnostic acumen in these areas. Can 
you document, at your hospital, where, how, 
and by whom the information gained at the 
autopsy is used and how it contributes to learn- 
ing and improvements in patient care? There is 
no educational value, per se, merely In the 
clinicians 1 requesting permission for an autopsy, 
having it done by the pathologist and the assis- 
tant, and then having the pathologist publish a 
report for the chart - within 60 days, of course. 

If pathologists are to be consistent in respon- 
ding to AHA. CDC, OSH A, and NCCLS guide- 
lines for universal precautions, we should treat 
every autopsy like an AIDS (or hepatitis) 



•To dale. I here h*ve been approxlraelcly 300.000 cum of 
AIDS reported to CDCi Some 150.000 hive died; approx- 
imately 50000 are atlO *Hve. There are an catimated 1J> to 
1J million HlV-poeltlve patient* In the United Stale*. 
1^00.000^-50.000«j0. 

Approximately on* percent of patient* admitted to 
US. hospital* are Infected with HIV; in about one-third 
of them, neither the patient nor the physician* suspect It. 



autopsy: "Handle the blood and body fluids/ 
substances of all patients as potentially infec- 
tious.” If we sharply curtail the extent of our 
examination for AIDS or hepatitis patients, wc 
should do the same for all patients. After all. 
there are almost 30 times as many HIV-infected 
persons, who are unsuspecting and whom we 
don't suspect, as there are living cases of AIDS.* 
Unfortunately, that practice would lead to the 
autopsy, a currently endangered species, be- 
coming extinct. Should we require that all cli- 
nicians who come to view autopsies wear a 
gown, gloves, and face shield, as we do? Primum 
non noctrt. 

What really are the pathologists' and assist- 
ants' risks of contracting autopsy-associated 



...to regional 

Grover M. Hutchins, MD 

Several yean ago, the College of American 
Pathologists' Autopsy Committee examined a 
representative group of autopsy face sheets 
selected from those collected during Labora- 
tory Accreditation Program inspections. The 
committee discovered that the information con- 
tained in a large proportion of the documents 
left much to be desired. This observation sug- 
gested that the decline in autopsy rates has 
been accompanied by a corresponding decline 
in the quality of autopsy work. 

The Autopsy Committee subsequently has 
bent its efforts in an attempt to reverse this 
unfortunate trend through publications, semi- 
nars, data-handling projects, Q- Probes, and 
an APEX program, all of which address vari- 
ous aspects of autopsy performance and report- 
ing. However, no matter how strenuous or well 
received these efforts, they will not address the 
deeper problems afflicting the autopsy. 

The belief appears to have arisen from the 
emphasis on quality assurance, quality con- 
trol, and similar shibboleths that the nonforen- 
sic autopsy serves no purpose other than to 
determine Clinician A's diagnostic and thera- 
peutic skills as applied to Decedent B. a view 
implicit in Dr. Haber's hyperbole. This belief is 
incorrect. While providing such information 
on individual cases may be useful, the primary 
value of autopsies in the aggregate is their abil- 
ity to further our understanding of the etiology 
and pathogenesis of disease. To meet this objec- 
tive, those engaged in autopsy work require 
knowledge, training, and experience, and they 
must be able to discern the similarities and 
subtle differences between cases. It is difficult 
to acquire these skills. With medical school 
anatomy courses focusing on submicroscopic 
structures, and autopsies considered an intru- 
sion in pathology courses, it is difficult for a 
student to become aware of, let alone enthralled 
by. the art and science of morphology. This 
pedagogic disregard for the body, and the patient 
as a whole, probably underlies the current 
recruitment problems in pathology. 

In the millennium, there will be autopsy insti- 
tutes devoted to the study of individual patients 
and human diseases. These regional centers 
will be organized in a manner similar to medical 
examiner systems and staffed by pathologists 
dedicated to investigative work. The patholo- 
gists will report individual case findings to ap- 
propriate parties and engage in studies of the 
etiology and pathogenesis of human disease 
using the centers' accumulated experience. 

Regional autopsy centers would have obvious 
advantages. The practitioners would be truly 
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hcpatliu A. hep-tltU B, hepatitis C hepatitis 
non-A non- 8, Mu Iwpaiiti*. HTLV-1. HlV-2. 
CrvutiMdt-Jakob, and the myriad other vi- 



that we'd all b* much better off without? I 
realize that a pathologist's chances of coming 
down with aulopsy-asaoeiated hepatitis it much 
greater than the chance* of infection with HIV. 
HTLV4. or CJD. but icmchow ! don't find that 
particularly manuring. "Prion" non ncctrt. 

How aafe is the morgue at your medical 
center? It probably ahould have adjacent lock- 
ers and showers, provisions for hating and 
ateam cleaning walla and horiionul surfaces, 
provisions for treating fluids before they are 
poured down the drain, laminar air flow, an 



wtopsy centers 





In the millennium, then will be autopsy 
institutes devoted to the study of 
individual patients and human diseases. 

— Crewr Httckia*. MO 



Interested in autopsies. Thoee daunted by the 
perccivtd rbki or Intellectual chjllenftfl o# 
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become proficient in their vocation. Informa- 
tion and material could be collected proepec 
tiveiy and analyzed appropriately. T>« 1«I« 

through the regional centers could provide high- 
quality epidemiologic information. Thoee who 
object to animal experimentation would have 
relevant alternatives to lha self-perpetuating 
squandering of hard-earned tax dollars on the 
flood of formulaic 'effect* of X on Y in the 2" 
l, a phenomenon well 
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at rated by any abstract iaeuc of the FASEB 
Joumol. The technical problems art forth in Dr. 
Haber' i polemic could be largely solved. A/fUi- 
ating the autopsy centers with medical schools 
could enhance the educational use of autopsies 
and improve recruitment of students into 
pathology. 

Who would pay for such autopsy institutes? 
Redistribution of the expendUum that presently 

in individual hospital* -all requiring apace, 
personnel, equipment, supplies, andaervtees- 
would be more than adequate to cover the 
costs of regional autopsy cenien. Certain 



flu of better endpoint data. Families could pay 
for autopsy examinations if contemplating dvfl 
litigation. 

The major problems in establishing regional 
autopsy centers would relate to their opera- 
tion. administration, and management. Study 
of these issues should begin within organized 
pathology. The process will require discussing 
options, developing a consensus, and commit- 
ting energy and resources to effect change. The 
benefits that would accrue from establishing a 
national system of regional autopsy centers 
would Justly »** efforts. □ 

Dr Huttktm k wntfnMor af palhoho ond director of 

Wwr pMd - The Hofkau HM 

MiM, Sallimort, fcU. H* aka It rSak af Urn CA P 



Independent and isolated system for 
exhausting the air. negative atmospheric 
pressure, and an autoclave. Contrast 
that with the shelved, drawered. and 
cabineted atorerooma most of our 

morgues have become. Even if the hoa- 

pit al has the proper morgue facilities, how many 
pathologists have the lime, personnel, knowl- 
edge, dexterity, and inclination to deal with the 
risks properly? You know, when we do an 
autopsy, we can't Just wear a condom and hope 
for the best. Do you, as a pathologist, practice 
only safe "d User ion"? 

Barrier protection Is not necessarily effec- 
tive. There are no needles or scalpels that can't 
penetrate two. three, four, or as many gloves as 
anyone would care to wear. Scalpels and nee- 
dles are designed to cut or penetrate through 
soft tissues, and do equally well on late* gloves. 

Sure, pathologists can continue to do com- 
plete autopsies, and probably get away 
with It. Lord knows, we probably 
already have, maybe dozens or scores 
of times. But we had better watch out; 
U may lake only a single slip of the 
knife or needle Al what percentage of 
autopsies does the pathologist or the 
assistant get cut, nicked, or stuck with 
a needle, and how many of those are 
actually reported? Should pathologists con- 
tinue to deny the risks and go on doing autop- 
sies as we always have? Do soma pathologists 
fael that we do autopsies for a living and that's 
that? ...that the riak “goes with the territory" 
in pathology as well a« the rest of medicine? 
...that U could never happen to me? la that 
altitude analogous to that of the militant homo- 
sexuals who initially. denied the risks of AIDS 
and refused to evm discuss dosing the gay 
bathhouses? 

Should each pathologist discus* with his or 
her spouse or "sign if lean) other" how she or he 
feels about the risks we are taking? The pathol- 
ogist's risks become the spouse’s risks, loo. as 
well as those of their future children. Should 
each pathologist and his or har associates be 
tested for HIV antibodies? How often should it 
be done? What would you do differently if on« 
of your associates were found to have an 
autopsy-associated 
conversion to HIV 
positivity? ...to de- 
velop autopsy-asso- 
ciated hepatitis 8? 

Then why aren’t you 
doing that now? Why 
wail to qualify? How 
many wBl it take? Has 
esch of the msmbers 
of your pathology 
department taken I he 
full course of I lepta- 
vax-B immunisation 
and had his or her 
antl-HBs levels 
checked? Why not? 

Should pathologists 
hire only assistants 
who are HIV positive 
and have a good anlt- 
MBs liter? 

What should we 
pathologists do to 

minimize the risk* to 
ourselves, our assis- 
tants. our colleagues, 
and our families and, 
at the same time, con- 
tinue to contribute to 



Why is it that most pathologists value 
autopsies so much more highly, and 
proselytize on their value so much more 
fervently, than do most clinicians 7 

-Sstk Haber. MP 



patient care and to medical knowledge? Al- 
though l have no easy answers. I do not think u 
is wise or acceptable for us to continue to deny 
the risks, avoid discussion, and repress out 
concerns. 

Do thoee militating for ■ significant increase 
in the autopsy rale speak for us all? What do 
you think? Let’s have a free and open discus 
sion of this Usue. Perhaps we might poll paihol 
ogitis and residents for their thoughts on thr 
risks oi doing aulopwe*. allocating one vote 
for each autopsy that he or she does each year 
The literal meaning of "autopsy" is "to see f.u 
one's seif." 

If you. as a pathologist or a clinician, have 
defined, coftskieted. and calculated the riskiwn 
rf it ratio* and negotiated them with your cul 
leagues, and with your spouse or significant 
other, please share with all of us the position, 
the rationale, and the step* you are taking. 

Does anyone have any idea of what "uni vet 
sal precautions* standards the CAP. JCAHO. 
AHA. CDC NCCLS. and OSHA will rztom 
mend, if not require, five yean from now? 
OSHA already has Draconian proposals regard 
Ing precautions against blood borne diseases, 
including hepatitis. AIDS, syphilis, malaria, 
babesiosis, brucellosis, leptospirosis, arboviral 
infections, relapsing lever, viral hemorrhag*. 
levers, and cytomegalovirus infection, to sm- 
oothing of Lyme disease. How many hospital* 
will be willing or ablr to spend the hundreds . J 
thousands of dollars necessary to renovate thru 
morgue*, which are generally used lew than a 
dozen hours a week, for an expensive servkv 
for which they an not reimbursed directly. 
Will such economics be the death of autopsirx. 
as we know them? Is the autopsy becoming a 
dying art? 

Whither the autopsy? I I 



MICROBIOLOGY 
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